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Abstract
Background: Emerging evidence suggests that the in utero environment is not sterile as once presumed. Work in
the mouse demonstrated transmission of commensal bacteria from mother to fetus during gestation, though it is
unclear what modulates this process. We have previously shown in the nonhuman primate that, independent of
obesity, a maternal high-fat diet during gestation and lactation persistently shapes the juvenile gut microbiome. We
therefore sought to interrogate in a population-based human longitudinal cohort whether a maternal high-fat diet
similarly alters the neonatal and infant gut microbiome in early life.
Methods: A representative cohort was prospectively enrolled either in the early third trimester or intrapartum
(n = 163), with a subset consented to longitudinal sampling through the postpartum interval (n = 81). Multiple
body site samples, including stool and meconium, were collected from neonates at delivery and by 6 weeks of
age. A rapid dietary questionnaire was administered to estimate intake of fat, added sugars, and fiber over the
past month (National Health and Examination Survey). DNA was extracted from each infant meconium/stool
sample (MoBio) and subjected to 16S rRNA gene sequencing and analysis.
Results: On average, the maternal dietary intake of fat ranged from 14.0 to 55.2 %, with an average intake of 33.
1 % (σ = 6.1 %). Mothers whose diets significantly differed from the mean (±1 standard deviation) were separated
into two distinct groups, a control group (n = 13, μ = 24.4 %) and a high-fat group (n = 13, μ = 43.1 %). Principal
coordinate analysis revealed that the microbiome of the neonatal stool at birth (meconium) clustered differently
by virtue of maternal gestational diet (PERMANOVA p = 0.001). LEfSe feature selection identified several taxa that
discriminated the groups, with a notable relative depletion of Bacteroides in the neonates exposed to a maternal
high-fat gestational diet (Student’s t-test, p < 0.05) that persisted to 6 weeks of age.
Conclusions: Similar to the primate, independent of maternal body mass index, a maternal high-fat diet is
associated with distinct changes in the neonatal gut microbiome at birth which persist through 4–6 weeks of
age. Our findings underscore the importance of counseling pregnant mothers on macronutrient consumption
during pregnancy and lactation.
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Background
The human microbiome encompasses a rich ecosystem
of approximately 90 trillion microbes that aid in human
metabolism and impact host physiology [1, 2]. Next-
generation sequencing technologies have allowed for
more detailed characterization of the microbiome with-
out the biases of culture-based techniques, enabling ro-
bust analyses linking microbiota to human disease [3].
To date, microbiota have been associated with obesity,
inflammatory bowel disease, autoimmune disease, and,
more recently, neurological disease related to the gut–
brain axis [4–7]. Indeed, the interactions between a
host and its microbiota are critical for proper develop-
mental processes, but how host–microbe symbiosis is
established and maintained across the lifespan remains
underexplored.
Following gestation and birth, continued acquisition of
a nascent microbiome in infancy is a relatively dynamic
process thought to be primarily shaped by breastfeeding
practices and weaning to solid food [8, 9]. Contrary to
the long-held presumption that the in utero environ-
ment is sterile, emerging evidence has shown microbiota
present in the placenta and amniotic fluid of healthy,
term pregnancies devoid of clinical evidence of infection
[10–14]. Moreover, in a murine model, orally adminis-
tered bacteria have been cultured from the meconium of
pups delivered by sterile cesarean, indicating that mother
to fetus transmission of bacteria may occur during
gestation [15]. Collectively, these findings suggest that
colonization of the infant gut is likely to occur prior to
parturition. Additional studies in well-controlled animal
models are required to further characterize the mechanism
of transmission.
Here, we sought to utilize a population-based, large,
longitudinally sampled cohort of mother–infant dyads
to interrogate the maternal factors that modulate micro-
bial transmission of microbes in the peripartum period. In
the adult, diet is a prominent modifier of the microbiome
by providing selective metabolic pressures against or for
specific microbes through substrate availability [16]. In
a similar manner, we recently demonstrated in a non-
human primate model that, independent of obesity, a
maternal high-fat diet throughout gestation and lactation
altered the composition of the offspring microbiome,
which persisted up to one year of age regardless of the
infant’s post-weaning diet [17]. These findings indicate
that maternal diet in gestation, particularly fat intake
and caloric density, may have a longstanding impact on
the establishment and development of the infant micro-
biome. In the current study, we sought to determine if
the effect of a maternal high-fat diet in gestation and
lactation on the early infant microbiome could be




The cohort data used in this study were part of a larger,
population-based, prospective study that sought to
characterize the origin and development of the neonatal
microbiome across multiple body sites (skin, stool, oral
cavity, nares). An initial cohort of 81 maternal–neonate
dyads was prospectively enrolled in the third trimester
from the clinical population at large. Power calculations
based on the Dirilecht-multinomial distribution were
done prior to subject enrollment with the anticipation
of detecting a small effect size (ϕ = 0.07, α = 0.05) based
on anticipated read counts (10,000 per sample) [18].
Mothers and infants were sampled at the time of deliv-
ery and at a follow-up visit 4–6 weeks later. Samples
were collected across multiple body sites, representing
the microbiome as a whole (stool, oral gingiva, nares,
auricular and antecubital fossa skin, vaginal introitus,
and posterior fornix). To increase the power of detect-
ing a difference in the neonatal microbiome at delivery,
a second, matched cross-sectional cohort (n = 82) was
enrolled for sampling only at the time of delivery. Two
mothers withdrew from the study and four delivered
elsewhere and thus were excluded from the cohort.
Detailed demographics of the two cohorts are provided
in Additional file 1: Table S1. All subjects were en-
rolled and consented under Baylor College of Medicine
Institutional Review Board H-27393. Enrollment cri-
teria included gravidae 18 years or older with a viable
pregnancy >28 weeks gestation. Subjects were excluded if
there was known HIV or hepatitis C infection, im-
munosuppressive disease, use of cytokines or immuno-
suppressive agents within the past 6 months, a history
of cancer except squamous or basal cell carcinoma of
the skin managed by local excision, treatment of or
suspicion of ever having had toxic shock syndrome, or
major surgery of the gastrointestinal tract except chole-
cystectomy or appendectomy in the past 5 years.
Maternal dietary estimation
To determine maternal dietary intake during preg-
nancy, each mother was asked by trained personnel at
each sample collection time point to answer the Dietary
Screener Questionnaire (DSQ), which was developed
and validated by the National Health and Examination
Survey (NHANES) program (2009–2010) [19, 20]. The
DSQ is a rapid 26-question dietary screener that can be
completed in a single visit and asks the respondent to
provide the frequency of consumption of common
foods. A copy of the DSQ is provided in Additional file
2. NHANES-provided scoring spreadsheets were used
to convert frequency responses to daily intake estimates
based on median portion sizes for reproductive-aged
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women (Additional file 3). A comparison of the dietary
intake captured between the cohorts is shown in Additional
file 1: Table S2 and the consistency of responses be-
tween time points from the same individual is given in
Additional file 1: Table S3. To best recapitulate our
non-human primate study, respondents reporting a
dietary fat intake in the cohort extremes (±1 standard
deviation from the cohort μ of 33.1 %) were divided
into separate groups of identical sample size, representing
a maternal gestational high-fat group (n = 13, μ = 43.1 %)
and a control diet group (n = 13, μ = 24.4 %), which was
used as reference for the high-fat cases (Additional file 4:
Figure S1). Gestational weight gain was determined as
previously described by comparing the weight gained in
pregnancy for a given gestational age and pre-pregnancy
body mass index (BMI) [21].
Sample collection and processing
Neonatal meconium was obtained from the first diaper
within 24–48 h of delivery. A second stool sample was col-
lected from infants who were followed up at 4–6 weeks of
age. Specimens were uniformly clean sterile collected by
trained personnel according to a standardized protocol as
previously described [3]. In a decontaminated, sterile en-
vironment, genomic DNA was isolated from each speci-
men using the MOBIO PowerSoil DNA Isolation Kit with
the standard protocol. Extracted DNA was prepared for
sequencing according to the HMP consortium outlined
protocol [1] and subjected to 16S rRNA gene pyrose-
quencing using the V3-V5 primer set on the 454-FLX Ti-
tanium platform. Sequencing data were filtered, denoised,
and processed on the QIIME platform (v1.9) [17]. Default
parameters were used in picking operational taxonomic
units (OTUs) to build the OTU table. A total of 2,690,000
high-quality reads were retained and mapped to 7838
unique OTUs.
Statistical analysis
The significance of comparisons between continuous
distributions was determined by an appropriate paramet-
ric or non-parametric test where appropriate. Measure-
ments of beta-diversity were determined using principal
coordinate analysis (PCoA) using unweighted UniFrac dis-
tances [22]. The significance of clustering was determined
by PERMANOVA with 999 permutations. Heatmaps were
generated in R using the pheatmap package. Hierarchical
clustering was performed on Euclidean distances using
complete linkage. Linear regression analysis and plotting
were performed in PRISM. Linear effect size (LEfSe)
analysis was performed using the default parameters to
identify features that discriminated our dietary groups of
interest [23].
Results
Study cohort and demographics
To interrogate the impact of maternal gestational diet on
the neonatal gut microbiome, we examined stool samples
collected from neonates enrolled in a larger, prospective,
population-based study that sought to characterize the
early neonatal microbiome across multiple body sites (gut,
skin, oral cavity, nares). Mother–infant dyads (n = 157)
were sampled at the time of delivery, with a subset (n =
75) consented for longitudinal sampling at 4–6 weeks
postpartum. As shown in Additional file 1: Table S1, the
cohort was comprised of primarily Hispanic women
(85.4 %), who delivered singleton pregnancies (95.5 %) at
term (38.4 weeks). The rate of cesarean deliveries (33.8 %)
and preterm birth (10.8 %) were similar to the US national
incidence and were not enriched for [24, 25]. For the pur-
poses of this study, we focused our efforts on only the
neonatal stool samples collected at the time of delivery
(first meconium) and at 4–6 weeks of age. All samples
were subjected to standard 16S rRNA gene sequencing
and analysis.
Assessment of maternal diet in pregnancy
In order to accurately assess maternal dietary intake
during pregnancy, we employed the Dietary Screener
Questionnaire (DSQ), which is a rapid dietary screener
developed and validated by the National Health and
Nutrition Examination Survey (NHANES) program [19,
20]. The DSQ is comprised of 26 questions that ask for
the frequency of consumption in the past month of rep-
resentative food and beverages. Based on the recorded
responses, estimates of daily dietary intake of added
sugars, fat, and fiber over the past month were deter-
mined, which, in our cohort, represented the maternal
diet during the latter part of the third trimester.
Comparisons between the captured dietary intake data
from the study cohort, the average intake of reproductive-
age women in the US, and the recommended daily
dietary intake are shown in Table 1. In aggregate, the
cohort’s average consumption of added sugars (59.6 ± 42 g)
and total intake of fat (33.1 ± 6.1 %) was at or above the
Institute of Medicine’s recommended limit, which is largely
reflective of the poor quality diet in America. Notably,
the average intake of added sugars in our study cohort
was significantly less than the reported national average
(59.6 ± 42 g versus 68.8 g, p = 0.01). However, this dif-
ference is likely explained by the fact that pregnant
women who develop gestational diabetes are placed on
a diabetic diet that limits carbohydrate intake; we had a
significant proportion of gestational diabetics (30 %) in
our study cohort [26]. As expected, women with gesta-
tional diabetes consumed significantly less added sugars
(p < 0.001) but not fiber or fat (Fig. 1a). To further evalu-
ate if the captured dietary intake values were consistent
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with clinical expectations, we similarly examined if
dietary intake correlated with gestational weight gain.
Although identifiable risk factors for gestational weight
gain are widely variable between studies and thus
poorly understood, previous studies have shown no as-
sociation between dietary composition and gestational
weight gain [27, 28]. Consistent with the literature, in-
take of added sugars, fiber, and fat did not significantly
differ with gestational weight gain subject strata (Fig. 1b).
In sum, the dietary intake data captured by the DSQ were
similar to the average for reproductive-aged women in the
US and generally consistent with clinical expectations.
Impact of maternal fat intake during gestation on the
neonatal microbiome
We previously demonstrated in a non-human primate
model that, when compared with a control maternal diet
(13 % fat), exposure to a maternal high-fat diet (36 %
fat) during gestation and lactation persistently altered
the offspring microbiome until up to one year of age
[17]. To determine if this persistent effect of a maternal
high-fat diet could be recapitulated in a human cohort,
we modeled the conditions of our primate study by sub-
dividing the study cohort into its extremes, defined as
being one standard deviation greater or less than the co-
hort mean. Using this criterion, a high-fat maternal diet
group (n = 13, 43.1 % fat intake) and maternal low-fat
diet group (n = 13, 24.4 % fat intake) were identified for
further analysis (Additional file 4: Figure S1). Notably,
the average percentage dietary fat intake of the low-fat
group fell within the recommended fat intake for the
general population as indicated by the Institute of
Medicine [29]; thus, for this analysis we considered this
group as the control reference for the high-fat diet
group comparisons and will refer to it as the “control
group” from here on. As shown in Table 2, the percent-
age intake of fat significantly differed between the
groups as expected (p < 0.001), while the intake of
added sugar and fiber was not significantly different.
Other potential confounders, such as pre-pregnancy BMI
and mode of delivery, also did not significantly differ be-
tween the groups (all p > 0.05), though given the nested
case-control design of this study, we may be underpowered
to detect differences by these comparisons.
To characterize and quantify the neonatal gut micro-
biome at the time of delivery, DNA from meconium
samples was subjected to culture-independent 16S rRNA
gene sequencing and analysis. With this approach, we
identified 103 unique taxa classified down to at least
the genus level that were represented in more than
10 % of all samples. To examine how maternal gesta-
tional diet correlated with the neonatal microbiome as
a whole, we first projected the data as a heatmap, with
each row representing the relative abundance of each
taxa. Unsupervised hierarchical clustering on Euclidean
distances revealed that a maternal high-fat diet in gesta-
tion varied in association with the neonatal microbiome
(Fig. 2a). To further corroborate these findings, we next
projected the data by principal coordinate analysis
(PCoA) on unweighted UniFrac distances to reduce the
dimensionality of the dataset to its components of great-
est variation (principal coordinate (PC) axes 1 and 2). The
Table 1 Comparison of maternal dietary intake in pregnancy
Study cohorta
(n = 138)
US averageb Recommendedc Cohort versus
US averaged
(p value)
Fiber (g) 24.9 ± 13.2 15.8e >25 g 0.001
Intake of
fat (%)
33.1 ± 6.1 33.0e 20–35 0.92
Added
sugar (g)
59.6 ± 42 68.8f <25 g 0.01
aValues represent the mean and standard deviation of the cohort’s dietary
intake per day. Dietary information was not captured for 19 mothers
bUS average for reproductive-aged women (19–39 years) in the US reported
cInstitute of Medicine recommendations [29]
dSignificance determined by Student’s t-test
e“What We Eat in America”, NHANES 2011–2012 [59]
fData from Ervin and Ogden [60]
Fig. 1 The maternal gestational diet is consistent with clinical
expectations. Dietary intake of added sugars (g), fiber (g) and fat
(percentage intake) during gestation compared a in mothers with
or without gestational diabetes (GDM) or b in mothers with insufficient,
normal, or excess gestational weight gain. Significance determined by
Student’s t-test (**p = <0.01)
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neonatal microbiome again clustered significantly by
virtue of maternal gestational diet (Fig. 2b; p = 0.04),
which was best explained along the second PC axis
(Fig. 2b, c). Notably, the variation of the neonatal
microbiome along the second PC axis associated with
maternal fat intake was not explained by maternal in-
take of fiber or added sugar (Fig. 3a; p > 0.05), nor was
it confounded by other possible modifiers of the micro-
biome, including pre-pregnancy BMI, antibiotic usage,
mode of delivery, gestational diabetes, or gestational
weight gain (Fig. 3a, b; all p > 0.05).
We next employed linear effect size (LEfSe) feature
selection [23] to identify the specific taxa in the neo-
natal microbiome that were significantly associated
with either a maternal high-fat or control diet. Seven
taxa were identified as significant and are shown in
Fig. 4 as a heatmap indicating the relative abundance of
each taxa in each neonatal meconium sample. Hierarch-
ical clustering of the taxa indicated by the dendrogram
along the vertical axis demonstrates the specific signature
associated with either dietary group. Notably, exposure to
a maternal high-fat diet was significantly associated with
an enrichment of Enterococcus and a relative depletion of
Bacteroides, which is a known symbiont that aids in the
maturation of mucosal immunity (Fig. 4) [30–32].
We next sought to determine if these changes in the
neonatal gut microbiome associated with maternal gesta-
tional diet persisted beyond delivery. Similar to previous
observations [8, 33], comparisons of the neonatal gut
microbiome at delivery and at 6 weeks demonstrated
significant differences at the phylum and OTU levels
(Additional file 4: Figure S2), indicating broad rearrange-
ments of the gut microbiome during this time period.
When examining only the infant stool at 6 weeks,
unsupervised hierarchical clustering again demonstrated
significant clustering by maternal gestational diet (Fig. 5a),
while clustering by unweighted PCoA trended toward
significance (Additional file 4: Figure S3a; PERMANOVA
p = 0.059). LEfSE analysis on the 6-week stool samples
identified four taxa that were significantly associated with
either the maternal high-fat or control diet group, though
only Bacteroides was found to be significantly different at
both delivery and 6 weeks (Additional file 4: Figure S3b).
As in the neonatal meconium, the relative abundance
of Bacteroides in the infant stool at 6 weeks of age was
inversely correlated with the maternal fat intake during
pregnancy (Fig. 5b; p = 0.02). Although the relative
abundance of Enterococcus appeared subjectively higher
in the infant stool exposed to a maternal high-fat diet
in pregnancy, the correlation was not significant (Fig. 5c;
p = 0.20). In addition, none of the other identified taxa at
the time of delivery significantly correlated with maternal
dietary intake (Additional file 4: Figure S4a; all p > 0.05).
Breastfeeding practices have been shown to differentially
impact the infant gut microbiome, with the greatest differ-
ences seen between those exclusively breast-fed or exclu-
sively formula fed [33]. In our cohort, all infants received
both breast milk and formula by the time they were sam-
pled at 6 weeks of age, except for two in the high-fat diet
group who were exclusively formula fed. When these two
subjects were excluded from analysis, we still observed a
significant correlation between the relative abundance of
Bacteroides and maternal dietary fat intake during gesta-
tion (Additional file 4: Figure S4b; p = 0.04). Altogether,
these findings indicate that a maternal high-fat gestational
diet is significantly associated with specific alterations to
the neonatal and infant gut microbiome, some of which
persist to at least 6 weeks of age.
Discussion
In this population-based prospective cohort study, we
demonstrated that administration of a validated rapid
dietary screener questionnaire adequately captured ma-
ternal dietary intake in the third trimester of pregnancy
that was consistent with the US population and generally
consistent with clinical expectations. Examination of the
neonatal gut microbiome immediately after delivery re-
vealed that it varied by virtue of maternal gestational
diet, with a notable relative depletion of Bacteroides in







Intake of fat (%) 24.4 (18.4–26.8) 43.1 (39.3–55.2)a <0.001
Added sugar 74.9 ± 37.4 50.9 ± 28.2 0.076
Fiber 33.1 ± 17.9 25.2 ± 11.8 0.197
Pre-pregnancy BMI 28.2 ± 7.7 24.2 ± 5.5 0.21
Gestational age 37.9 ± 3.9 38.0 ± 3.1 0.96
Gestational diabetes 1 (7.7 %) 4 (30.8 %) 0.32
Excess gestational
weight gain
5 (38.5 %) 5 (38.5 %) 0.99
Preterm (delivery
<37 weeks GA)
1 (7.7 %) 2 (15.4 %) 0.99
GBS positive 2 (15.4 %) 1 (7.7 %) 0.99
Cesarean delivery 3 (23 %) 3 (23 %) 0.99
Intrapartum antibiotics 7 (53.8 %) 6 (46.2 %) 0.99
Antepartum antibiotics 5 (38.5 %) 4 (30.8 %) 0.99
Chorioamnionitis 4 (30.8 %) 1 (7.7 %) 0.32
Neonate birth weight
(percentile)
56.2 ± 25.4 62.5 ± 29.9 0.57
Infant gender (male,
female)
7, 6 6, 7 0.99
aValues represent group average and range
bSignificance determined by Student’s t-test or Fisher’s exact test
where appropriate
GA gestational age
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Fig. 2 The neonatal gut microbiome at delivery varies according to maternal fat intake during pregnancy. a Heatmap showing unsupervised
hierarchical clustering based on the relative abundance of each genera (columns) present in each meconium sample (rows). The maternal diet group
(high-fat versus control) for each meconium sample and the phylum assignment for each genera are indicated by the horizontal and vertical colored
bars, respectively. b Principal coordinate analysis of neonatal meconium on unweighted UniFrac distances, with the distribution of the samples along
the second principal coordinate axis shown alongside on the right (***p < 0.001, Mann–Whitney U). c Linear regression between maternal gestational
dietary fat intake and the second principal coordinate axis indicated by the solid black line with the 95 % confidence interval of the slope shown by
the dashed lines
Fig. 3 Variation of the neonatal gut microbiome is not explained by other potential confounders. a Linear regression between the second
principal coordinate axis and maternal intake of fiber, added sugars, maternal pre-pregnancy BMI, and gestational age at delivery. All regression
lines were not significantly different from 0, indicating no correlation. b Principal coordinate analysis of neonatal meconium, stratified by intrapartum
antibiotic use, gestational diabetes, mode of delivery, antepartum antibiotic use, and gestational weight gain
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the neonatal meconium exposed to a high-fat diet dur-
ing gestation. At 6 weeks of age, the infant gut micro-
biome continued to vary by maternal gestational diet,
with Bacteroides persistently depleted in infants exposed
to a maternal high-fat diet in pregnancy.
In sum, the results from this study are in agreement
with our previous published work in our non-human
primate model [17]. In both cases, a maternal high-fat
diet in gestation was associated with persistent and
specific alterations in the offspring microbiome, though
different taxa were shown to be altered in each case.
Long standing exposure to a high-fat diet in the human
population likely accounts for the differences seen be-
tween these studies. It is hypothesized that increased con-
sumption of animal products over time has persistently
altered the spectrum of commensal species native to the
human gastrointestinal tract, which has been further indi-
cated by the isolation of large amounts of Helicobacter
pylori in the gut microbiome of a closer ancestral relative,
Ötzi the Iceman [34, 35]. Therefore, perturbation of the
human gut microbiome with a diet higher in fat may pro-
vide further selection pressures against commensal species
like Bacteroides.
Persistent reduction of Bacteroides species in the
infant gut could have significant consequences for effi-
cient energy extraction and early immune development.
Bacteroides species are major catabolizers of complex
polysaccharides, including human milk oligosaccharides,
which may be otherwise unusable by the host and other
microbes [36, 37]. Fermentation of these polysaccharides
into short chain fatty acids provides a major energy source
for the host and is likely vitally important for the rapidly
growing infant [36]. Additionally, polysaccharides gener-
ated by Bacteroides species promote healthy gut mucosal
immunity by stimulating CD4 expansion and the produc-
tion of the anti-inflammatory cytokine IL-10 [30–32, 38].
Many of these studies are based on the impact of one par-
ticular species, Bacteroides fragilis, which, although
variably present in the neonatal gut in early life [39],
has been shown to be transmitted from the maternal
gut [40] and often is the dominant member of this im-
portant genus when present [41]. The resultant impact
of maternal gestational diet on host immune develop-
ment has been previously explored in murine and
zebrafish models [42–44]. Interestingly, high-fat diet
exposure during gestation and lactation had profound
effects on offspring immunity and tolerance to inflam-
matory stimuli.
The relative depletion of Bacteroides species in this
early time period may also influence an infant’s risk of
developing obesity later on in life, but because the lit-
erature to date is limited, it is uncertain whether such
an effect would be protective or contributory. Early
studies observed that obesity in adults is associated
with reduced levels of the phylum Bacteroidetes, which
includes Bacteroides species [2, 45]; however, several
more recent studies have seen opposite correlations
whereby Bacteroides level are instead higher in over-
weight or obese subjects [46, 47]. The literature on the
microbiota in overweight children is similarly limited
and unclear, though several studies have observed in-
creased B. fragilis in children with higher BMIs [48,
49]. The varied observations of previous studies likely
reflects the number of confounding factors that are as-
sociated with obesity, including mode of delivery and
diet, which may be difficult to control for and may alter
data interpretations. For instance, obesity is an independ-
ent risk factor for cesarean delivery [50], which has been
associated with delayed Bacteroides colonization in early
life [33]. Additionally, obesity is a product of dietary in-
take, which can independently influence the abundance
of Bacteroides [16]. Therefore, while the literature to








Maternal High-Fat DietMaternal Control Diet
Relative Abundance (log)
Fig. 4 Specific taxa in the neonatal meconium significantly associated with maternal gestational diet. Heatmap of taxa in the neonatal meconium
identified by LEfSe feature selection that were significantly associated with either a maternal high-fat or maternal control diet during pregnancy
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Fig. 5 The impact of maternal gestational diet persists to 6 weeks of age. a Heatmap showing hierarchical clustering based on the relative
abundance of the most abundant taxa in each infant stool sample, with the maternal diet group (high-fat versus control) indicated. b Linear
regression between maternal gestational dietary intake and the relative abundance of Bacteroides, Parabacteroides, and Enterococcus
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date points to a potential role for Bacteroides species in
modulating weight development in infants, additional
well-controlled studies are needed to demonstrate caus-
ality rather than just correlation. Nevertheless, our re-
ported data from the current study, as well as our prior
analysis in a non-human primate model, renders the
possibility that macronutrient intake may be equally
important to the structure of the early neonatal micro-
biome, collectively underscoring the importance of mater-
nal diet in pregnancy in shaping the health and well-being
of the offspring.
The mechanism through which maternal gestational
diet alters the offspring microbiome remains unclear.
Alterations to the maternal microbiome associated with
diet are thought to impact the bacterial transmission to
the neonate, but when this occurs and which body sites
matter most are uncertain. Identification of differences
in the microbiome of the neonate’s first meconium in-
dicates that the effect of maternal gestational diet may
extend into the gestational interval and well before par-
turition occurs. The composition of the meconium is
thought to originate from the large amounts of amni-
otic fluid swallowed by the infant and is thus thought
to reflect the in utero environment [11]. Although it was
presumed that the neonate was born sterile, an emerging
body of work has begun to challenge this fundamental as-
sumption. Recently, we characterized the placental micro-
biome using deep sequencing technologies, demonstrating
that it appears most similar to the oral microbiome
[21, 51]. Furthermore, Jiménez et al. [15] demonstrated
that orally administered bacteria could be transferred
from the pregnant dam to the fetal gut before delivery
occurred. Findings from Callado and colleagues further
show in a cohort of neonates delivered by elective
cesarean section that the placenta, amniotic fluid, and
neonatal meconium share many similar taxonomic fea-
tures, suggesting microbial transfer in utero [13]. For
these reasons, we speculate that a high-fat diet during
gestation may impact the composition of the maternal
oral or gut microbiome, thereby indirectly affecting the
placental microbiome and subsequent seeding of the
fetus. However, further well-controlled animal studies
are needed to interrogate these potential mechanisms
further.
Maternal diet in the postpartum period was not ex-
plored in this study but is nevertheless an important
consideration. Human breast milk contains a low-biomass
microbiome that has been previously hypothesized to be
partially derived from the maternal gut [52–54]. If this is
indeed the case, continued maternal consumption of a
high-fat diet in the postpartum period could potentially
impact the breast milk microbiome, further exacerbating
dysbioses seen in the early gut microbiome if the infant is
breastfed. Although previous studies have demonstrated
that the macronutrient composition (e.g., fatty acids) of
human milk is, to a certain degree, influenced by maternal
diet, how diet impacts the microbial composition of
human milk is unknown. Given the overall importance
of breast milk to infant health and its potential role in
microbial transmission, further studies are warranted to
address these knowledge gaps.
The results of this study may be limited by the inher-
ent limitations of using a rapid dietary screener. In
exchange for a shorter questionnaire that could be rea-
sonably completed in a single clinic visit (inclusive of
the potential need for an interpreter), total caloric
intake cannot be assessed and overall reliability of the
screener is less than that of a more extensive question-
naire. However, the strength of this study, namely the
large prospective population-based cohort design, en-
sured that a wide range of dietary intakes was captured
such that the extremes of the population could be sub-
sequently compared. Furthermore, particular attention
was given to control for maternal obesity and gesta-
tional weight gain (Table 2, Fig. 3). In a landmark study
by Turnbaugh et al. [7], body habitus was shown to be
transferrable through the gut microbiome, implicating a
potential microbiome of obesity. Work by Galley et al.
[55], Collado et al. [56], and Mueller et al. [57] further
demonstrated that maternal obesity as measured by
pre-pregnancy BMI was associated with differences in
the early infant gut microbiome. However, in these studies
by others, maternal dietary intake of fat was not accounted
for and likely represents a potential confounding factor.
Therefore, in contrast with this viewpoint, our prior
[17, 21] data along other’s published work further sup-
port the notion that diet, independent of obesity, has a
role shaping the offspring microbiome [16, 34].
Conclusions
We show that a maternal high-fat diet during gestation
is independently associated with significant changes in
the early neonatal microbiome that persist by 6 weeks
of age. These findings have direct implications for refining
dietary recommendations in pregnancy. Although clear
guidelines have been established for total caloric and
micronutrient intake, the recommendations for macro-
nutrients (processed sugars, fats, fibers, and carbohy-
drates) are less clear in the absence of either pre-exiting
or gestational diabetes [26, 58]. Our data show that signifi-
cantly increased (>1 standard deviation) dietary intake
of fat above the limit recommended by the Institute of
Medicine (>35 %) has a lasting impact on the offspring
microbiome [29]. Although obesity and gestational weight
gain may be difficult for patients to address in the short
term, establishing healthy dietary habits in pregnancy
may be more readily achievable with significant long-
term benefits for both mothers and their children.
Chu et al. Genome Medicine  (2016) 8:77 Page 10 of 12
Additional files
Additional file 1: Supplemental Tables S1–S3. (DOCX 115 kb)
Additional file 2: NHANES dietary questionnaire. (DOCX 85 kb)
Additional file 3: NHANES dietary calculations. (XLSX 128 kb)
Additional file 4: Supplemental Figures S1–S4. (PDF 296 kb)
Abbreviations
BMI, body mass index; DSQ, Dietary Screener Questionnaire; NHANES,
National Health and Nutrition Examination Survey; OTU, operational
taxonomic unit; PC, principal coordinate; PCoA, principal coordinate analysis
Acknowledgments
The authors gratefully acknowledge the support of the NIH Director’s New
Innovator Award (K.A., DP2 DP21DP2OD001500), the NIH/NINR (K.A., NR014792-
01), the NIH National Children’s Study Formative Research (N01-HD-80020), the
Burroughs Welcome Fund Preterm Birth Initiative (K.A.), the March of Dimes
Preterm Birth Research Initiative (K.A.), the Baylor College of Medicine Medical
Scientist Training Program (D.C., NIH HIGMS T32 GM007330), the National
Institute of General Medical Sciences (D.C., T32GM088129), Baylor Research
Advocates for Student Scientists (D.C.), and the Human Microbiome Project
funded through the NIH Director’s Common Fund at the National Institutes
of Health (as part of NIH RoadMap 1.5). All sequencing and adaptation of
protocols for 16S rRNA gene sequencing were performed by the Baylor College
of Medicine Human Genome Sequencing Center (BCM-HGSC), which is funded
by direct support from the National Human Genome Research Institute (NHGRI)
at NIH (U54HG004973 (BCM), Dr. Richard Gibbs, P.I.). The authors also thank the
staff directly involved in clinical recruitment and specimen processing (Brigid
Boggan, Jia Chen, Claire Cook, and Dr. Diana Racusin).
Funding
This work was funded by the Baylor Research Advocates for Student Scientists
(DC), the March of Dimes Preterm Birth Research Initiative (KA), Burroughs
Welcome Fund Preterm Birth Initiative (KA) and the NIH (1R01NR014792,
1R01DK089201-01A1, NICHD N01-HD-80020 NCS Formative Research all to KA).
Data availability and materials
All sequences are available through the NCBI Sequence Read Archive
(accession PRJNA322554).
Authors’ contributions
DC contributed to the design of the research, patient consent, collection
of samples, wet lab work, data analysis, and writing of the manuscript. KA
contributed to the design of the research, patient consent, collection of
samples, data analysis, and revision of the manuscript. JM contributed to
the data analysis and review of the manuscript. AP contributed to the
sample collection, wet lab work, and revision of the manuscript. LS
contributed to the sample collection and wet lab work. MM contributed to
patient consent, sample collection, and wet lab work. KMA contributed to
the design of the research, patient consent and sample collection, wet lab
work, data analysis, and writing of the manuscript and provided funding
for the study.
Competing interests
The authors declare that they have no competing interests.
Ethics approval and consent to participate
This study conformed to the Helsinki Declaration and was approved by the
Baylor College of Medicine Institutional Review Board (H-27393), Houston
Texas, USA. Subjects gave informed written consent for themselves and for
their newborns. The methods were carried out in accordance with the
approved guidelines.
Author details
1Department of Obstetrics and Gynecology, Baylor College of Medicine,
Houston, TX, USA. 2Interdepartmental Program in Translational Biology and
Molecular Medicine, Baylor College of Medicine, Houston, TX, USA. 3Medical
Scientist Training Program, Baylor College of Medicine, Houston, TX, USA.
4Departments of Molecular & Human Genetics, Molecular & Cell Biology, and
Molecular Physiology & Biophysics, Baylor College of Medicine, Houston, TX,
USA. 5Division of Maternal-Fetal Medicine, Baylor College of Medicine, One
Baylor Plaza, Jones 314, Houston, TX 77030, USA.
Received: 5 April 2016 Accepted: 1 July 2016
References
1. Human Microbiome Project Consortium. Structure, function and diversity of
the healthy human microbiome. Nature. 2012;486:207–14.
2. Turnbaugh PJ, Ley RE, Mahowald MA, Magrini V, Mardis ER, Gordon JI. An
obesity-associated gut microbiome with increased capacity for energy
harvest. Nature. 2006;444:1027–131.
3. Aagaard K, Petrosino J, Keitel W, Watson M, Katancik J, Garcia N, et al. The
Human Microbiome Project strategy for comprehensive sampling of the
human microbiome and why it matters. FASEB J Off Publ Fed Am Soc Exp
Biol. 2013;27:1012–22.
4. Greenblum S, Turnbaugh PJ, Borenstein E. Metagenomic systems biology of
the human gut microbiome reveals topological shifts associated with obesity
and inflammatory bowel disease. Proc Natl Acad Sci U S A. 2012;109:594–9.
5. Hooper LV, Littman DR, Macpherson AJ. Interactions between the
microbiota and the immune system. Science. 2012;336:1268–73.
6. Neufeld KM, Kang N, Bienenstock J, Foster JA. Reduced anxiety-like behavior
and central neurochemical change in germ-free mice. Neurogastroenterol
Motil Off J Eur Gastrointest Motil Soc. 2011;23:255–64. e119.
7. Turnbaugh PJ, Hamady M, Yatsunenko T, Cantarel BL, Duncan A, Ley RE, et al.
A core gut microbiome in obese and lean twins. Nature. 2009;457:480–4.
8. Koenig JE, Spor A, Scalfone N, Fricker AD, Stombaugh J, Knight R, et al.
Succession of microbial consortia in the developing infant gut microbiome.
Proc Natl Acad Sci U S A. 2011;108:4578–85.
9. Ardeshir A, Narayan NR, Méndez-Lagares G, Lu D, Rauch M, Huang Y, et al.
Breast-fed and bottle-fed infant rhesus macaques develop distinct gut
microbiotas and immune systems. Sci Transl Med. 2014;6:252ra120.
10. Steel JH, Malatos S, Kennea N, Edwards AD, Miles L, Duggan P, et al.
Bacteria and inflammatory cells in fetal membranes do not always cause
preterm labor. Pediatr Res. 2005;57:404–11.
11. DiGiulio DB, Romero R, Amogan HP, Kusanovic JP, Bik EM, Gotsch F, et al.
Microbial prevalence, diversity and abundance in amniotic fluid during
preterm labor: a molecular and culture-based investigation. PLoS One. 2008;
3:e3056.
12. Jiménez E, Fernández L, Marín ML, Martín R, Odriozola JM, Nueno-Palop C,
et al. Isolation of commensal bacteria from umbilical cord blood of healthy
neonates born by cesarean section. Curr Microbiol. 2005;51:270–4.
13. Collado MC, Rautava S, Aakko J, Isolauri E, Salminen S. Human gut
colonisation may be initiated in utero by distinct microbial communities in
the placenta and amniotic fluid. Sci Rep. 2016;6:23129.
14. Rautava S, Collado MC, Salminen S, Isolauri E. Probiotics modulate host-
microbe interaction in the placenta and fetal gut: a randomized, double-
blind, placebo-controlled trial. Neonatology. 2012;102:178–84.
15. Jiménez E, Marín ML, Martín R, Odriozola JM, Olivares M, Xaus J, et al. Is
meconium from healthy newborns actually sterile? Res Microbiol.
2008;159:187–93.
16. David LA, Maurice CF, Carmody RN, Gootenberg DB, Button JE, Wolfe BE,
et al. Diet rapidly and reproducibly alters the human gut microbiome.
Nature. 2014;505:559–63.
17. Ma J, Prince AL, Bader D, Hu M, Ganu R, Baquero K, et al. High-fat maternal
diet during pregnancy persistently alters the offspring microbiome in a
primate model. Nat Commun. 2014;5:3889.
18. La Rosa PS, Brooks JP, Deych E, Boone EL, Edwards DJ, Wang Q, et al.
Hypothesis testing and power calculations for taxonomic-based human
microbiome data. PLoS One. 2012;7:e52078.
19. Thompson FE, Midthune D, Subar AF, McNeel T, Berrigan D, Kipnis V. Dietary
intake estimates in the National Health Interview Survey, 2000: methodology,
results, and interpretation. J Am Diet Assoc. 2005;105:352–63. quiz 487.
20. Thompson FE, Midthune D, Subar AF, Kahle LL, Schatzkin A, Kipnis V.
Performance of a short tool to assess dietary intakes of fruits and vegetables,
percentage energy from fat and fibre. Public Health Nutr. 2004;7:1097–105.
21. Antony KM, Ma J, Mitchell KB, Racusin DA, Versalovic J, Aagaard K. The
preterm placental microbiome varies in association with excess maternal
gestational weight gain. Am J Obstet Gynecol. 2015;212:653. e1–16.
Chu et al. Genome Medicine  (2016) 8:77 Page 11 of 12
22. Lozupone C, Lladser ME, Knights D, Stombaugh J, Knight R. UniFrac: an
effective distance metric for microbial community comparison. ISME J.
2011;5:169–72.
23. Segata N, Izard J, Waldron L, Gevers D, Miropolsky L, Garrett WS, et al.
Metagenomic biomarker discovery and explanation. Genome Biol. 2011;12:R60.
24. Osterman MJK, Martin JA. Trends in low-risk cesarean delivery in the United
States, 1990-2013. Natl Vital Stat Rep. 2014;63:1–16.
25. Beck S, Wojdyla D, Say L, Betran AP, Merialdi M, Requejo JH, et al. The
worldwide incidence of preterm birth: a systematic review of maternal
mortality and morbidity. Bull World Health Organ. 2010;88:31–8.
26. American Diabetes Association, Bantle JP, Wylie-Rosett J, Albright AL,
Apovian CM, Clark NG, et al. Nutrition recommendations and interventions
for diabetes: a position statement of the American Diabetes Association.
Diabetes Care. 2008;31 Suppl 1:S61–78.
27. Lof M, Hilakivi-Clarke L, Sandin SS, de Assis S, Yu W, Weiderpass E. Dietary
fat intake and gestational weight gain in relation to estradiol and
progesterone plasma levels during pregnancy: a longitudinal study in
Swedish women. BMC Womens Health. 2009;9:10.
28. Merkx A, Ausems M, Budé L, de Vries R, Nieuwenhuijze MJ. Weight gain in
healthy pregnant women in relation to pre-pregnancy BMI, diet and
physical activity. Midwifery. 2015;31:693–701.
29. Institute of Medicine. Dietary reference intakes: the essential guide to
nutrient requirements. Washington, DC: National Academies Press; 2006.
30. Mazmanian SK, Liu CH, Tzianabos AO, Kasper DL. An immunomodulatory
molecule of symbiotic bacteria directs maturation of the host immune
system. Cell. 2005;122:107–18.
31. Mazmanian SK, Round JL, Kasper DL. A microbial symbiosis factor prevents
intestinal inflammatory disease. Nature. 2008;453:620–5.
32. Round JL, Mazmanian SK. Inducible Foxp3+ regulatory T-cell development
by a commensal bacterium of the intestinal microbiota. Proc Natl Acad Sci
U S A. 2010;107:12204–9.
33. Bäckhed F, Roswall J, Peng Y, Feng Q, Jia H, Kovatcheva-Datchary P, et al.
Dynamics and stabilization of the human gut microbiome during the first
year of life. Cell Host Microbe. 2015;17:852.
34. Sonnenburg ED, Smits SA, Tikhonov M, Higginbottom SK, Wingreen NS,
Sonnenburg JL. Diet-induced extinctions in the gut microbiota compound
over generations. Nature. 2016;529:212–5.
35. Maixner F, Krause-Kyora B, Turaev D, Herbig A, Hoopmann MR, Hallows JL,
et al. The 5300-year-old Helicobacter pylori genome of the Iceman. Science.
2016;351:162–5.
36. Salyers AA, West SE, Vercellotti JR, Wilkins TD. Fermentation of mucins and
plant polysaccharides by anaerobic bacteria from the human colon. Appl
Environ Microbiol. 1977;34:529–33.
37. Marcobal A, Barboza M, Sonnenburg ED, Pudlo N, Martens EC, Desai P, et al.
Bacteroides in the infant gut consume milk oligosaccharides via mucus-
utilization pathways. Cell Host Microbe. 2011;10:507–14.
38. Troy EB, Kasper DL. Beneficial effects of Bacteroides fragilis polysaccharides
on the immune system. Front Biosci (Landmark Ed). 2010;15:25–34.
39. Palmer C, Bik EM, DiGiulio DB, Relman DA, Brown PO. Development of the
human infant intestinal microbiota. PLoS Biol. 2007;5:e177.
40. Bjerke GA, Wilson R, Storro O, Oyen T, Johnsen R, Rudi K. Mother-to-child
transmission of and multiple-strain colonization by Bacteroides fragilis in
a cohort of mothers and their children. Appl Environ Microbiol.
2011;77:8318–24.
41. Rotimi VO, Duerden BI. Bacteroides species in the normal neonatal faecal
flora. J Hyg (Lond). 1981;87:299–304.
42. Myles IA, Fontecilla NM, Janelsins BM, Vithayathil PJ, Segre JA, Datta SK.
Parental dietary fat intake alters offspring microbiome and immunity. J
Immunol Baltim Md 1950. 2013;191:3200–9.
43. Wong S, Stephens WZ, Burns AR, Stagaman K, David LA, Bohannan BJM,
et al. Ontogenetic differences in dietary fat influence microbiota assembly
in the zebrafish gut. mBio. 2015;6:e00687–00615.
44. Fåk F, Karlsson CLJ, Ahrné S, Molin G, Weström B. Effects of a high-fat diet
during pregnancy and lactation are modulated by E. coli in rat offspring. Int
J Obes 2005. 2012;36:744–51.
45. Ley RE, Turnbaugh PJ, Klein S, Gordon JI. Microbial ecology: human gut
microbes associated with obesity. Nature. 2006;444:1022–3.
46. Schwiertz A, Taras D, Schäfer K, Beijer S, Bos NA, Donus C, et al. Microbiota
and SCFA in lean and overweight healthy subjects. Obes Silver Spring Md.
2010;18:190–5.
47. Zhang H, DiBaise JK, Zuccolo A, Kudrna D, Braidotti M, Yu Y, et al. Human
gut microbiota in obesity and after gastric bypass. Proc Natl Acad Sci U S A.
2009;106:2365–70.
48. Vael C, Verhulst SL, Nelen V, Goossens H, Desager KN. Intestinal microflora
and body mass index during the first three years of life: an observational
study. Gut Pathog. 2011;3:8.
49. Bervoets L, Van Hoorenbeeck K, Kortleven I, Van Noten C, Hens N, Vael C,
et al. Differences in gut microbiota composition between obese and lean
children: a cross-sectional study. Gut Pathog. 2013;5:10.
50. Sheiner E, Levy A, Menes TS, Silverberg D, Katz M, Mazor M. Maternal
obesity as an independent risk factor for caesarean delivery. Paediatr Perinat
Epidemiol. 2004;18:196–201.
51. Aagaard K, Ma J, Antony KM, Ganu R, Petrosino J, Versalovic J. The placenta
harbors a unique microbiome. Sci Transl Med. 2014;6:237ra65.
52. Latuga MS, Stuebe A, Seed PC. A review of the source and function of
microbiota in breast milk. Semin Reprod Med. 2014;32:68–73.
53. Jost T, Lacroix C, Braegger CP, Rochat F, Chassard C. Vertical mother-
neonate transfer of maternal gut bacteria via breastfeeding. Environ
Microbiol. 2014;16:2891–904.
54. Hunt KM, Foster JA, Forney LJ, Schütte UME, Beck DL, Abdo Z, et al.
Characterization of the diversity and temporal stability of bacterial
communities in human milk. PLoS One. 2011;6:e21313.
55. Galley JD, Bailey M, Kamp Dush C, Schoppe-Sullivan S, Christian LM.
Maternal obesity is associated with alterations in the gut microbiome in
toddlers. PLoS One. 2014;9:e113026.
56. Collado MC, Isolauri E, Laitinen K, Salminen S. Effect of mother’s weight on
infant’s microbiota acquisition, composition, and activity during early
infancy: a prospective follow-up study initiated in early pregnancy. Am J
Clin Nutr. 2010;92:1023–30.
57. Mueller NT, Shin H, Pizoni A, Werlang IC, Matte U, Goldani MZ, et al. Birth
mode-dependent association between pre-pregnancy maternal weight
status and the neonatal intestinal microbiome. Sci Rep. 2016;6:23133.
58. Kramer MS, Kakuma R. Energy and protein intake in pregnancy. Cochrane
Database Syst Rev. 2003;CD000032.
59. US Department of Agriculture, Agricultural Research Service. Energy intakes:
percentages of energy from protein, carbohydrate, fat and alcohol, by
gender and age, in the United States, 2011-2012. What we Eat in America,
NHANES 2011-2012. http://www.ars.usda.gov/SP2UserFiles/Place/80400530/
pdf/1112/Table_5_EIN_GEN_11.pdf.
60. Ervin RB, Ogden CL. Consumption of added sugars among U.S. adults, 2005-
2010. NCHS Data Brief. 2013;1–8. PMID: 23742909.
•  We accept pre-submission inquiries 
•  Our selector tool helps you to find the most relevant journal
•  We provide round the clock customer support 
•  Convenient online submission
•  Thorough peer review
•  Inclusion in PubMed and all major indexing services 
•  Maximum visibility for your research
Submit your manuscript at
www.biomedcentral.com/submit
Submit your next manuscript to BioMed Central 
and we will help you at every step:
Chu et al. Genome Medicine  (2016) 8:77 Page 12 of 12
